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PROVIDER-LEVEL CONSIDERATIONS FOR TREATING HIV IN LATINOS 
LIVING IN THE UNITED STATES 
 
IMAN FATIMA KHAN 
ABSTRACT 
 It is well documented that Human Immunodeficiency Virus / Acquired Immune 
Deficiency Syndrome (HIV/AIDS) disproportionately affects Hispanics and Latinos in 
the United States (US). While Hispanics represented 17% of the US population in 2014, 
they accounted for nearly one-fourth (23%) of all new estimated HIV diagnoses. 
Furthermore, Hispanics/Latinos made up nearly one-fifth (21%) of all persons living with 
HIV infection in the United States (and six dependent areas). Hispanic/Latino populations 
face numerous barriers that negatively impact their outcomes along several steps of the 
HIV care continuum. This paper will discuss the HIV Care Continuum, particularly 
focusing on disparities that Hispanic and Latino populations may face progressing 
through several steps of the continuum. Furthermore, a focus on defining barriers that this 
population may face accessing and maintaining regular HIV care will be used to explore 
ways that providers can deliver culturally tailored, appropriate HIV care to this 
population. An emphasis on the social determinants of health on the HIV outcomes of 
Hispanics/Latinos will be crucial in addressing the disproportionate share of the HIV 
burden that this population encounters. 
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INTRODUCTION 	  
As defined by the Centers for Disease Control and Prevention (CDC), health 
disparities are “differences in the incidence, prevalence, and mortality of a disease and 
the related adverse health conditions that exist among specific population groups” (1).  It 
is well documented that Human Immunodeficiency Virus / Acquired Immune Deficiency 
Syndrome (HIV/AIDS) disproportionately affects Hispanics and Latinos in the United 
States (US). While Hispanics represented 17% of the US population in 2014, they 
accounted for nearly one-fourth (23%) of all new estimated HIV diagnoses (1). 
Furthermore, Hispanics/Latinos made up nearly one-fifth (21%) of all persons living with 
HIV infection in the United States (and six dependent areas). Prevalence of HIV in the 
Hispanic/Latino population is surpassed only by prevalence in the Black/African 
American and White populations in the United States: Blacks/African Americans account 
for 40% of persons living with HIV infection (while they comprised 13% of the US 
population in 2014), and Whites account for 33% of persons living with HIV infection 
(non-Hispanic Whites comprised 62% of the US population in 2014)(2)(3). A higher 
prevalence and incidence of HIV in the Hispanic/Latino population than to be expected 
given their proportional contribution to the population of The United States, points to a 
disparity in access to equitable, quality HIV care.  
Hispanic populations face numerous barriers that negatively impact their 
outcomes along several steps of the HIV care continuum. Hispanics are more likely than 
non-Hispanic Whites to have a delayed HIV diagnosis (4). Once engaged in HIV care, 
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studies have found that Hispanics are less likely than Whites to report 100% adherence to 
care (5). Moreover, Hispanics are more likely to experience disease progression and 
death due to HIV/AIDS than their White counterparts (6). One may conclude that as 
evidenced by these existing disparities in HIV-related indicators and outcomes, design 
and delivery of HIV diagnoses and care in the United States is not effectively catering to 
the needs of the Hispanic population. 
 This paper will discuss the HIV Care Continuum, particularly focusing on 
disparities that Hispanic and Latino populations may face progression through several 
steps of the continuum. Furthermore, a focus on defining barriers that this population 
may face accessing and maintaining regular HIV care will be used to explore ways that 
providers can deliver culturally tailored, appropriate HIV care to this population. An 
emphasis on the social determinants of health that impact HIV outcomes of 
Hispanics/Latinos will be crucial in addressing the disproportionate share of the HIV 
burden that this population encounters.  
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HISPANIC AND LATINO POPULATIONS IN THE UNITED STATES 
 
Hispanic ethnicity refers to individuals living in the United States with origins 
from Cuban, Mexican, Puerto Rican, South or Central America, or another Spanish-
speaking culture, regardless of their race. In 2015, there were 56.5 million Hispanics 
living in the US, which is about 17.6% of the total US population. The largest subgroup 
of Hispanics in the US is Mexicans, comprising 63.4%, with Puerto Ricans as the next 
largest subgroup at 9.5%. The remaining 27.1% is largely composed of Central 
Americans, South Americans, and Cubans. Regionally, the largest Hispanic populations 
in the US reside in California (15.2 million), Texas (10.7 million), Florida (5 million), 
New York (3.7 million) and Illinois (2.2 million)(7). 
 
 
Figure 1. Map of the United States with the Top 10 States with the Largest Hispanic/Latino 
Population (green). (7) 
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 Latino is a term used to describe people of Latin American origin living in the 
United States. Unlike the term Hispanic, which refers to people who speak Spanish, 
Latino can encompass people from non-Spanish speaking countries such as Brazil. 
Latino, like the term Hispanic, describes an individual’s heritage, nationality group, 
lineage, or country of birth of the individual or the individual’s ancestors before their 
arrival to the United States. Persons identifying as Latino can be of any race (8). 
 This paper will mainly focus on Hispanics living in the United States, and 
generally exclude from analysis those of non-Spanish-speaking decent. The terms may be 
used somewhat interchangeably, and they will generally mirror their use within the 
academic publications described.  	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THE HIV CARE CONTINUUM 
 	   The HIV Care Continuum, also known as the HIV Care Cascade, is a model that 
outlines the sequence of steps that an individual must progress through between diagnosis 
of HIV to successful treatment with antiretroviral therapy (ART) resulting in viral 
suppression. As outlined by Gardner et al., successful progression through the cascade 
involves 1) diagnosis with HIV, 2) linkage to care, 3) engagement with or retention in 
care, 4) prescription of antiretroviral therapy, and 5) achievement of viral suppression 
(Figure 2)(9). Viral suppression, indicating that the amount of HIV in the body is either 
very low or undetectable by clinical tests, is the ultimate goal of current antiretroviral 
therapies. Viral suppression is not only important for ensuring that an individual does not 
develop adverse health outcomes, such as opportunistic infections or progression to 
AIDS, but it also reduces the transmission of HIV in the population at-large. It is thus in 
the interest of public health endeavors to ensure that as many individuals as possible are 
diagnosed and subsequently treated for their HIV infection.  
 Various obstacles may be faced by an individual at any of these stages, and can 
thus impact their ability to progress through the steps of the cascade to reach viral 
suppression. Consequently, medical and public health professionals have adopted this 
model in order to analyze barriers to engagement in HIV care, and to develop strategies 
and interventions to optimize progression of HIV-positive individuals through the 
continuum. 
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Figure 2. Steps in the HIV Care Continuum. (10) 
	  
 The National HIV/AIDS Strategy (NHAS) for the United States, incepted in 2010 
and updated through 2020, is a five year plan to guide the national response to the 
domestic HIV epidemic (11). The goals outlined in the strategy emphasized 1) Reducing 
new infections, 2) Increasing access to care and improving health outcomes for people 
living with HIV, 3) Reducing HIV-related health disparities and health inequities, and 4) 
Achieving a more coordinated national response to the HIV Epidemic (11). Measured 
progress towards these goals will include increasing the number of HIV-positive 
individuals who are aware of their status, increasing the proportion of newly diagnosed 
individuals who are linked to care within one month, and increasing the proportion of 
HIV-diagnosed individuals whose virus is effectively suppressed (12). To bolster these 
goals, the CDC tracks and measures the Diagnosis, Linkage, Engagement/Retention, and 
Viral Suppression steps of the HIV Care Continuum. 
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Diagnosis  
Individuals unaware of their HIV infection cannot engage in treatment. Thus, they 
are more prone to engaging in high-risk behavior, increasing their odds of transmission to 
others. Awareness of HIV diagnosis not only reduces morbidity and mortality due to HIV 
infection, but also decreases the risk of transmitting HIV to others. The CDC reports 
number of diagnoses of HIV, and also uses the number of diagnoses to estimate the total 
prevalence of persons living with HIV in the United States, diagnosed and undiagnosed. 
 
Linkage 
 The CDC began measuring linkage as the percentage of people diagnosed with 
HIV in a given calendar year who have had one or more documented viral load or CD4+ 
test within 90 days of diagnosis. With the updated of the NHAS, the indicator has been 
changed to linkage within 30 days of diagnosis, and monitoring is conducted based on 
this updated indicator (12). Prompt linkage to HIV care after diagnosis is important, as 
failure to initiate timely HIV care is associated with greater probability of progression to 
AIDS. 
 
Engagement or Retention 
 Persons engaged in care are measured by investigators as the percentage of people 
living with HIV who have had at least one medical care visit for HIV care during the data 
sampling period (11). Persons retained in care are defined as the percentage of diagnosed 
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individuals who have had two or more documented viral load or CD4+ tests obtained at 
least three months apart (11). Though these definitions are nuanced and measured slightly 
differently, they may at times be used casually and interchangeably in the literature. 
Sustained engagement, or retention, in consistent HIV care is important for maintaining 
access to antiretroviral therapy, prophylactic medications, and other medical services, and 
for promptly addressing complications of HIV/AIDS such as opportunistic infections. 
Poor engagement and inconsistent HIV care is associated with poorer health outcomes 
and increased mortality  
 
Viral Suppression  
Viral suppression indicates that the amount of HIV in the body is either very low 
or undetectable by clinical tests. The commonly accepted value for an “undetectable” 
viral load is less than 200 copies/mL, though values differ depending on the sensitivity of 
measurement tools and assays used. The CDC uses the data they have collected from 
state and local health departments to estimate the number of individuals in the US who 
are living with HIV and virally suppressed (11). 
Engagement in HIV care is particularly important for “Test-and Treat” strategies 
for prevention of HIV infection. These strategies involve early identification of HIV 
infection (“test”), and subsequent initiation of HIV treatment (“treat”). Test-and-Treat 
strategies are supported both by epidemiological and mathematical modeling, and 
ecological data that have shown a decreasing incidence of HIV infection in areas with 
high antiretroviral treatment coverage (9). 
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Awareness of HIV infection, early linkage to care, retention in care, and sustained 
antiretroviral therapy are all essential to reducing morbidity and mortality due to HIV 
infection, and also for reducing HIV transmission throughout the population at-large (9). 
Ensuring that everyone with HIV is diagnosed and treating their infection will be an 
important step towards reducing new infections in the United States (11). However, 
improvement in any one component of the engagement spectrum will not alone 
significantly impact the proportion of HIV-infected individuals who are virologically 
suppressed. Viral suppression is instead dependent on overcoming multiple barriers in 
sequence in order to progress through the entire spectrum. This is highlighted by the fact 
that the number of individuals present at each stage of the spectrum decreases when 
progressing from each step from “HIV Infected” to “Adherent/Undetectable” as patients 
drop off (Figure 3). Thus, interventions targeting each step in the continuum will be 
necessary in order to for more individuals to progress through the spectrum to viral 
suppression, and for the transmission of HIV in the population to decrease.  
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Figure 3. Number of Individuals in the United States Engaged in Stages of the HIV Care Continuum 
(Estimates from 2006). (9) 
 
Limitations 
 The use of the HIV Care Continuum model to study the success of clinical HIV 
care delivery has some limitations. One limitation is the requirement that patients pass 
through each preceding stage in order to be eligible for a later stage. For example, in 
order to be virally suppressed, a patient must be documented to have first been diagnosed, 
linked, retained, and on ART; if the patient did not progress through one of those stages, 
the patient cannot be documented as suppressed. As noted by Horberg et al., many 
patients who have been in treatment and on ART for many years do not need to be seen 
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in the clinic twice yearly. While they still take their ART as prescribed, they are not 
measured as retained (13). These situations may lead to an undercounting of the number 
of patients that are successfully reaching viral suppression, and possibly other stages of 
the HIV care continuum. Horberg et al. analyzed their data on the HIV care continuum in 
two ways, using both a “dependent” and “independent” methodology for each continuum 
metric. The “dependent” methodology is the methodology used as the gold standard in 
most studies modeling the continuum: success at a prior stage was required for eligibility 
at later stages. In the analysis using “independent” methodology, the results of each stage 
of the continuum were analyzed independently from prior stages. The authors found that 
in their two separate analyses, the independent methodology revealed a higher percentage 
of their study population having filled an ART prescription and having reached viral 
suppression than in the dependent methodology. As many as 17% more participants had 
filled ART prescriptions and 20% more participants had reached viral suppression in their 
analysis of their 2012 data using their “independent” methodology (Figure 4)(13). 
Though the methodology presented by Horberg et al. may be a more accurate 
representation of actual performance through the HIV care cascade, this methodology is 
not yet widely adopted.  
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Figure 4. (A) Horberg et al. HIV Care Continuum Data 2010-2012 Using “Dependent” Analysis; 
progression to each later stage is dependent on successful completion of the prior stage. (B) Horberg 
et al. HIV Care Continuum Data 2010-2012 Using “Independent” Analysis; qualification at each 
stage is independent of successful completion of prior stages. (13) 
 
Another limitation is the use of slightly different definitions between studies to 
define each step in the cascade. Mugavero et al. described five commonly used measures 
of retention in the literature, each with its own strengths and limitations: missed visits, 
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appointment adherence, visit consistency, gaps in care, and the Human Resources and 
Services Administration HIV/AIDS Bureau medical visits performance measure. 
Different methods of calculating retention may lead to varying measured values (14). A 
similar variation is also likely to occur with regards to other steps on the continuum, 
making data compiled in the literature more complicated to compare and generalize.  
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DISPARITIES ALONG THE HIV CARE CONTINUUM 
 
In 2009, of all persons living with HIV, 82% had been diagnosed with HIV 
infection, 66% were linked to HIV care, 37% were retained in HIV care, 33% were 
prescribed antiretroviral therapy, and 25% had a suppressed viral load (15). Within these 
numbers however, disparities may be seen when comparing Hispanic persons with their 
non-Hispanic White counterparts, with Hispanics faring worse along many stages of the 
continuum (Figure 5). Hall et al. estimated that 85% of White individuals infected with 
HIV are diagnosed compared to only 80% of Hispanic. While 71% of White patients are 
linked to care, only 67% of Hispanics are linked. Thirty-eight percent of White persons 
with HIV are retained in care, compared with 37% of Hispanic/Latino persons. Thirty-
five percent of Whites are prescribed antiretroviral therapy, while 33% of 
Hispanic/Latinos are prescribed therapy. Finally, while 30% of Whites are virologically 
suppressed, only 26% of Hispanics have achieved a suppressed viral load (15). 
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Figure 5. Percentage of Persons with HIV in the United States Engaged in Stages of the HIV Care 
Continuum by Race/Ethnicity (Estimates from 2009). (15)  
 
 Data released by the National HIV Surveillance System (NHSS) and the Medical 
Monitoring Project (MMP) in 2010 indicated more optimistic progress for Hispanics and 
Latinos along the HIV care continuum. The NHSS reported that 80.3% of 
Latinos/Hispanics diagnosed with HIV infection were linked to care, 54.4% were 
retained in care, 44.4% were prescribed ART, and 36.9% were virally suppressed (16). 
These numbers may have increased from Hall’s 2009 estimations due to the inclusion in 
the analysis only those individuals who were already diagnosed. 
 
Diagnosis 
A myriad of research has further elucidated disparities along the HIV care 
continuum, and highlighted delayed diagnosis of HIV/AIDS among Hispanics in the 
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United States, as well as different rates of survival after diagnosis in Hispanic subgroups. 
Late diagnosis is particularly harmful, as it is associated with poorer HIV-related health 
outcomes and mortality. The CDC reported that the rate of HIV diagnosis among 
Hispanics/Latinos was approximately three times that of non-Hispanic Whites, 18.4 per 
100,000 population versus 6.1 per 100,000 population, respectively (17). Chen et al. 
conducted a systematic review to evaluate the risk of late diagnosis and rate of survival 
after HIV diagnosis among Hispanics compared to other ethnic and racial groups. Their 
main finding, after reviewing 92 articles that met the inclusion criteria, was that the risk 
of delayed diagnosis was significantly greater for Hispanics than non-Hispanic Whites. 
They also found that Hispanic males and foreign-born Hispanics were at particularly high 
risk of late diagnosis (4).  
Using CDC data from 1996-2005, Hall et. al found that although diagnosis rates 
of HIV were higher among Hispanics compared with Whites, 57.7% of Hispanics were 
diagnosed "late” with HIV infection compared to 53.1% of Blacks and 54.1% of Whites 
(18). A “late” diagnosis was defined as the percentage of AIDS cases first diagnosed with 
HIV within one year prior to the AIDS diagnosis, indicating that the individuals had been 
diagnosed late in their disease progression. Schwarcz et al. similarly found in their study 
of HIV infected individuals in 10 US cities from 1997 through 2001 that the odds of HIV 
being diagnosed early in the course of infection was two times higher for Whites (OR for 
Latinos = 0.50, 95% CI 0.3-0.8) (19). Furthermore, even though men who have sex with 
men (MSM) generally tend to present to care later than heterosexual men, Hispanic MSM 
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tended to be diagnosed even later than their White counterparts: 24% of Hispanic MSM 
presented to care late, as opposed to 18% of White MSM (4).  
 Hispanics are culturally heterogeneous, and come from a variety of countries and 
backgrounds. Thus, potential delays in diagnosis may also be related to place of birth. 
Studies have found differing odds of delayed diagnosis for foreign-born versus US-born 
Hispanics, and also within foreign-born Hispanic subgroups. Espinoza et al. analyzed the 
percentage of Hispanic individuals who had a late AIDS diagnosis (defined as an AIDS 
diagnosis less than 12 months after diagnosis of HIV infection) by place of birth. 
According to CDC data from 2005, 58.5% of Central Americans (AOR 2.5, 95% CI 2.0-
3.2) and 55.2% of Mexicans (AOR 2.2, 95% CI 1.8-2.5) had a delayed diagnosis 
compared with 39.2% of Americans (the reference group). The study did not find an 
increased odds for delayed diagnosis among Puerto Ricans, Cubans, or South Americans 
(20). Along the US-Mexico border, Espinoza et al. found that from 2003-2005, more 
Hispanics were diagnosed late than Whites (46% versus 37%), and of those Hispanics 
with a late diagnosis, 51% were foreign-born, as compared to 39% US-born (21). CDC 
data from 1999-2004 also indicate that Hispanic males that heterosexually acquire HIV 
infection had 1.6 times the odds of being simultaneously diagnosed with HIV and AIDS 
as Hispanic females (22). Thus being male and foreign-born are both important risk 
factors for receiving a late AIDS diagnosis after HIV, indicating that this subpopulations 
of Hispanics may have increased barriers to accessing HIV/AIDS testing and care.  
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Linkage 
 Once diagnosed with HIV, almost three-fourths of a cohort of foreign-born 
patients in Atlanta, Georgia presented late to HIV care, indicating disparities in linkage to 
HIV care post-diagnosis (23). A study in Los Angeles County did not find place of birth 
to affect presentation to care, but did find that Hispanics who were Spanish-speaking 
were three times more than their English-speaking Hispanic counterparts to present late 
to care (24). 
 In the 2014 Report on HIV Testing and Outcomes Among Hispanics/Latinos in 
the United States, Puerto Rico, and the U.S Virgin Islands, the Rao et al. from the CDC 
examined data from the National HIV Prevention Program Monitoring and Evaluation 
(NHM&E) system, aggregated from 60 CDC-funded health departments and 151 
community based organizations. The investigators reported that approximately 61.1% of 
the Hispanics/Latinos in their analysis were linked to HIV medical care within 90 days of 
their diagnosis. This falls short of the National HIV/AIDS Strategy goals of linking 85% 
of HIV infected individuals to HIV care (17). 
 
Retention / Engagement 
In an analysis of HIV patients at an urban academic clinic serving 2,776 HIV-
positive patients in San Diego, California, Sitapati et al. analyzed the number of patients 
who had not been retained in care. Retained patients were defined as having at least one 
HIV primary care visit in each six month interval within the last one year; poorly retained 
patients were defined as active patients with at least one visit in the last one year, at least 
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six or more months gap in care since the last visit. Within their study population, patients 
who were Hispanic were retained, poorly retained-lost, and poorly retained-found at a 
lower percentage than White patients (Table 1)(25).  
 
Table 1. Race/Ethnicity breakdown for patients poorly retained-lost, poorly retained-found, and 
retained in Sitapati et al. study. (25) 
 Poorly Retained 
Lost 
Poorly Retained  
Found 
Retained 
 # % # % # % 
Hispanic 27 30.68 152 24.20 572 27.54 
White 39 44.32 351 55.89 1,079 51.95 
 
 Wester et al. measured engagement in the HIV care continuum in a cohort of 
HIV-infected individuals in the state of Tennessee. In their analysis, Hispanic 
race/ethnicity was one of the factors associated with poor retention in care, with retention 
defined as greater than or equal to two HIV care visits at least three months apart in 2013. 
Of the Hispanic individuals, 46.5% were retained in care, while 54.4% of non-Hispanic 
White individuals were retained in care (p<0.001)(26).  
 Similar trends in retention among Latinos apply when studying HIV-positive 
young men who have sex with men (MSM). Magnus et al. studied young HIV-positive 
MSM ages 16-24 years old who were enrolled in care at eight youth-specific HIV care 
sites. In this cohort, being Latino presented with 1.61 times the odds of missing a visit 
(not being retained) than not being Latino (p<0.05). After adjusting for variables such as 
age, CD4+ count, and having insurance, the young Latino MSM had an adjusted odds 
ratio of 3.85 of missing a visit, compared to young MSM who were not Latino (27).  
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Adherence 
 A study conducted by Oh et. al investigated levels of adherence to antiretroviral 
therapy within White, Black, and Hispanic racial subgroups in the Multicenter AIDS 
Cohort Study (MACS) between 2002 and 2006. The study also looked at factors 
associated with adherence within the racial subgroups. A participant who was non-
adherent was defined (by self-report) as having taken less medication than prescribed in 
the past four days; taking all medication within the past four days, but in an atypical 
pattern; taking fewer pills per dose than prescribed; skipping medications; or ever not 
following their medication schedule. Of the 151 Hispanic men enrolled, 31.8% reported 
100% adherence, versus 44.2% of the White male participants. After controlling for 
factors such as center, age, financial difficulties, popper use, crack use, and viral load, 
Hispanics were 2.16 times more likely to report non-adherence compared to Whites (95% 
CI 1.47-3.18)(5). Within the Hispanic subgroup, younger age and viral load were 
associated with non-adherence. Additionally, participants of Central American, South 
American, and Caribbean decent reported lower adherence than other ethnicities within 
the Hispanic racial subgroup (5).  
 A study by Giordano et al. also found that the average difference between 
adherence scores between Latinos and Whites in the FIRST cohort was -2.8% (6). 
Adherence scores were calculated based on self-report at time of visit: subjects recorded 
whether they took “all” (100%), “most” (80%), “about half” (50%), “very few” (20%), or 
“none” (0%) of their prescribed medication. An adherence score was calculated at each 
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participant visit as the average of the responses reported for each component of the 
treatment regimens (6).  
 
Antiretroviral Therapy and Viral Suppression 
 Horberg et al. queried the data base of a large integrated healthcare delivery 
system of over 10 million members (Kaiser Permanente); study subjects came from 
several geographic populations including California, Colorado, District of Columbia, 
Georgia, Hawaii, Maryland, Ohio, Virginia, and Washington. HIV patients were 
identified and used to model the HIV care continuum. As part of the analysis, the 
investigators stratified data from 2010, 2011, and 2012 by race/ethnicity. The study did 
not find a statistical difference in linkage of Latino patients compared to other 
race/ethnicities; in fact, Latinos in this cohort were observed to have better rates of 
retention (84.4% in Latinos compared with 80.0% in Whites). Filled ART was defined as 
having greater than or equal to three months of combination ART, either filled in one 90-
day prescription, or three 30-day fills. ART prescriptions in all three years of data were 
filled in a higher percentage of the White patient population than in the Latino patient 
population  (Table 2)(13). The study also found that viral suppression (RNA viral load 
<200 counts/mL at last measured value) was significantly higher among Whites 
compared with Latinos (Table 2)(13). 
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Table 2. Race/Ethnicity breakdown of percentage of patients reaching each step of the HIV care 
continuum from 2010-2012 in a large integrated health system. (13) 
 
 
Filled ART ≥ 3 months 
(%) 
 
Virally Suppressed 
(RNA < 200/mL at Last Measure) 
(%) 
 2010 2011 2010 2010 2011 2010 
White 88.5 90.7 91.1 86.7 89.7 90.2 
Latino 85.0 87.5 88.6 84.1 85.8 87.0 
                        All p<0.001 
 
In the Tennessee cohort analyzed in the Wester et al. study, a fewer percentage of 
Hispanic individuals were virally suppressed (viral load ≤	 200 copies per milliliter). 
While 45.9% of the Hispanic individuals were virally suppressed, 61.1% of non-Hispanic 
White individuals had achieved viral suppression (p<0.001)(26).  
 
Progression to AIDS and Other Opportunistic Infections 
Hall et al. used data from the CDC National HIV/AIDS Reporting System 
collected during the earlier years of the HIV/AIDS epidemic (1996-2001) to determine 
the factors associated with HIV progressing to AIDS or death after HIV Diagnosis. The 
study determined that within one year of HIV diagnosis, 46.7% of Hispanics were 
diagnosed with AIDS as compared to 40.6% of Whites (28). The same trend extended to 
three years after diagnosis, with 51.5% of Hispanics eventually receiving an AIDS 
diagnosis, whereas only 45.0% of Whites received an AIDS diagnosis (28). After 
diagnosis with AIDS, relative survival one or more years after diagnosis with AIDS was 
significantly lower for Hispanic individuals as compared to Whites (Figure 6). Relative 
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risk of death within three years among Hispanic individuals diagnosed with AIDS was 
1.16 (95% CI 1.13-1.20) compared to White individuals. Only 85.3% of Hispanic were 
noted as having survived one year after AIDS diagnosis and 79.0% three years after 
AIDS diagnosis, as compared to 88.4% and 82.3% of Whites in the same time period 
after AIDS diagnosis (28). The authors noted that poorer survival after diagnosis with 
AIDS could be due to later diagnosis, inadequate treatment, or other factors; however, 
after adjusting for sex, age, transmission category (by sex), diagnosis year, and disease 
severity (measured by CD4+ counts), an excess hazard of death for Hispanic individuals 
as compared to White individuals remained. 
 
 
Figure 6. Relative Survival of Persons Diagnosed with AIDS in the United States between 1996 and 
2001 by Race/Ethnicity. (28)  
 
Carabin et al. found that upon entry into care, Hispanics who were treatment-
naïve had a mean CD4+ lymphocyte count that was lower than the mean lymphocyte 
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count of non-Hispanics (246 cells/mm3 compared to 376 cells/mm3)(29). Furthermore, 
median HIV viral load among treatment-naïve Hispanics presenting to care was 33,041 
copies per milliliter, versus 17,510 copies per milliliter for non-Hispanic treatment-naïve 
patients presenting to care (29). Hispanic patients receiving services in two out of five 
sites were more likely to have at least one opportunistic infection (OI) upon entry into 
care than non-Hispanic patients (29). Among the Northern California Public AIDS 
Program, immigrants (79% of whom were Hispanic), were three times as likely as non-
immigrants (only 7% of whom were Hispanic) to have an OI at time of HIV diagnosis 
(30). 
 
HIV-Related Death 
 
According to the CDC, of the 14,000 deaths with AIDS that occurred in the 
United States, 17% occurred in Latinos (31). Using data from the Flexible Initial 
Retrovirus Suppressive Therapies (FIRST) Trial, Giordano et al. sought to elucidate 
differences in important surrogate endpoints, including adherence to antiretroviral 
therapy, change in CD4+ cell count, and suppression of HIV viremia, and clinical 
outcomes including progression of disease and death in African American and Latino 
subjects compared to non-Latino White subjects. In the survival analysis, the study found 
that the unadjusted hazard ratio for Latino participants compared to White participants 
were significantly greater than 1.0 for AIDS or AIDS-related death and progression of 
disease or death. Latinos had an unadjusted odds ratio of 1.82 (95% CI 1.20-2.76) for 
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AIDS or AIDS-related death and 1.57 (95% CI 1.09-2.26) for progression of disease or 
death compared to non-Latino Whites. Upon adjusting for age, gender, prior AIDS, 
injection drug use, hepatitis C co-infection, baseline CD4+ cell count, HIV RNA level, 
and the FIRST randomized strategy group, these differences persisted. Latino participants 
had an adjusted hazard ratio of 1.48 for AIDS or AIDS-related death, and 1.41 (95% CI 
0.97-2.05) for progression of disease or death (6). Thus, the study authors discussed that 
Latino subjects experienced less benefit from antiretroviral therapy and higher rates of 
important clinical outcomes such as progression of disease and death, than their White 
subject counterparts. 
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BARRIERS TO AND FACILITATORS OF HIV CARE 
 
Early diagnosis of HIV, timely entry into HIV care, and consistent attendance to 
HIV clinic appointments are all paramount to improvement of HIV-related health 
outcomes. Patients who are not engaged in HIV care are also more likely to have elevated 
viral loads, which may be more easily transmissible throughout the population at-large. 
Though there are gaps in knowledge, barriers to HIV care and facilitators of HIV care 
have been specifically studied in Latino and Hispanic populations in the United States. 
Barriers, as used in this paper, will be defined as gaps, either real or perceived, in 
receiving or providing quality HIV healthcare (32). The following section will provide an 
overview of commonly cited factors associated with increased or decrease success 
surrounding engagement with the HIV care continuum. Analysis focuses on the social 
determinants of health that predispose Hispanics to health disparities in HIV care and 
HIV-related outcomes, rather than biological variations or predispositions. The social 
determinants of health, as defined by the World Health Organization, are the conditions 
in which people born, grow, live, work, and age. These are the circumstances that 
engender health inequities as they are shaped by the distribution of money, power, and 
resources at the global, national, and local levels (33). Factors are grouped into broad 
categories including individual characteristics and behavioral factors, structural-level 
factors, cultural factors, and patient-provider relationships. 
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Individual Characteristics and Behavioral Factors 
 Limited English language proficiency is one factor that may dissuade Latinos, 
particularly those who are foreign-born, recently immigrated, or lowly acculturated from 
seeking care. In 2015, about 30% of Hispanics stated that they were not fluent in English, 
according to the US Census Bureau, and about 73% of Hispanics spoke a language other 
than English at home (7). Low English language proficiency and literacy may create 
discomfort when accessing health services and interacting with healthcare providers. 
Even among bilingual Latinos who speak both English and Spanish, Spanish may be the 
preferred language of communication when patients are seeking healthcare (32). 
Latinos come from a variety of cultural and linguistic backgrounds. Varying 
dialects emerging from regions of Southern and Central America, Mexico, and the 
Caribbean may require advanced interpreters familiar with terminology and accents from 
differing regions. Particular difficulty may be encountered when Latinos of indigenous 
backgrounds speaking an indigenous language present to care, as they may not be 
accommodated by interpreter services. This may further isolate indigenous sub-
populations from accessing HIV medical care in the United States, and further exacerbate 
disparities in select sub-populations (32).  
Many Spanish-speaking patients also prefer to have a medical provider who can 
speak Spanish and share their cultural background. Access to Spanish-speaking or Latino 
providers may be addressed by the use of Spanish-speaking interpreters; however, 
difficulties may arise when availability of interpreters is spread thin in a clinic or hospital 
setting, when interpreters are poorly trained in interpretation techniques and medical 
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terminology, or when patients who are concerned with confidentiality do not trust the 
interpreter as a third-party involved in their care. Oftentimes, family members such as 
children or parents may serve as interpreters. This poses a similar risk, as lack of 
familiarity with medical terminology may lead to errors in relaying medical information; 
confidentiality issues may arise when disclosing sensitive medical information such as 
HIV test results; and undue psychological stress may be placed on the interpreting party, 
particularly children (32).  
Lack of familiarity with the American health system and complexities of 
navigating through the health system may serve as a barrier to care by affecting health 
seeking behaviors, and reluctance to seek out preventative care and routine HIV medical 
care. Unaddressed issues with substance abuse and a history of trauma, including intimate 
partner violence, may serve as barriers to consistent HIV care as well. Trauma, including 
post traumatic stress, often time results in depression and anxiety, leading to interruptions 
in regular HIV care or co-morbidities that must be simultaneously addressed. Substance 
abuse serves as a competing demand, often leading patients to skip routine medical care 
for lack of time, energy, or resources to attend HIV appointments while struggling with 
substance abuse issues (34). 
 
Structural-Level Factors 
Structural-level barriers to care are defined as those factors that are beyond the 
individual’s control to facilitate or impede health or healthy behaviors. As they work 
outside the individual, the ways that they affect an individual’s health cannot be 
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discretely measured (30). These encompass socioeconomic and cultural factors as well, 
such as racism, stigma, unemployment, and low levels of education. 
Educational barriers both in the United States and in countries of origin for 
foreign-born Latinos predispose many Latino communities to lower levels of literacy. 
This may impact, in Spanish and English, their ability to understand and interpret written 
HIV care-related educational materials, and may make HIV-related decision making 
challenging. Educational disparities are stark, with only 66% of Hispanics in the US 
gradating with a high school diploma, in comparison to 92% of non-Hispanic Whites. 
Only 14.8% of Hispanics graduate having attained a bachelor’s degree or higher, in 
comparison to 34.2$ of non-Hispanic Whites (7).  
 Poverty, especially when compounded with low levels of education and 
acculturation, is a major barrier to obtaining health insurance coverage, maintaining a 
regular source of healthcare, and affording prescribed medications (32). In 2015, the U.S. 
Census Bureau reported that about one quarter (25.6%) of all Hispanics were working 
within a service occupation, compared to 14.7% of non-Hispanic Whites. While 41.7% of 
non-Hispanic Whites work in managerial or professional occupations, only 20.5% of 
Hispanics work in managerial or professional occupations. Furthermore, about 22.6% of 
Hispanics were living at the federal poverty level in 2015, while non-Hispanic Whites 
living at the federal poverty level was reported to be 10.4% (7). 
Hispanics have the highest rate of uninsured persons among all ethnic groups in 
the United States, with 16.2% of the total Hispanic population not covered by health 
insurance in 2015. This is compared to non-Hispanic Whites whose uninsured rates were 
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6.7%. Of the Hispanics who were insured, only 51.6% held private health insurance, as 
compared to 73.6% of non-Hispanic Whites and 55.0% of Blacks, and 44.1% were 
covered by some form of government insurance (35).  Most of the Latino adults who are 
uninsured are young, low-income, and employed (36). Foreign-born Hispanics, those 
who immigrated to the United States, are more twice as likely to not have insurance as 
those Hispanics who were born in the United States (37). Half of uninsured Latinos have 
incomes below 133% of the federal poverty line (FPL), which is about $15,300 per year 
for individuals without families (36). Common characteristics of uninsured Latino adults 
are included in Table 3. Reasons for low rates of insurance include economic barriers, 
educational status, workforce characteristics and employment in sectors that do not offer 
employer-based insurance plans at all, or at a cost affordable for low-wage earning 
Latinos (32). Lack of health insurance may preclude patients from accessing regular HIV 
care in non-emergency settings such as clinics that do not accept patients without some 
type of insurance coverage. 
Between 2014 and 2015, insurances coverage did increase for the Hispanic 
population, increasing by about 3.6% (from 19.9% uninsured to 16.2 uninsured)(35). 
Uninsured rates have largely declined due to the implementation of the individual 
insurance marketplaces under the Affordable Care Act (ACA) and the decision to expand 
Medicaid in certain states, but Hispanics and Latinos still have the highest uninsured rates 
among racial and ethnic groups in the United States. One explanation is due to 
documentation, as Latinos make up a disproportionate share of unauthorized immigrants 
living in the United States; these unauthorized immigrants remain ineligible for 
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Medicaid, even in the states that have expanded their Medicaid eligibility. After 
implementation of the ACA, about one fourth of Latino adults in states that had expanded 
their Medicaid programs remained uninsured, as compared to almost one half of Latino 
adults in states that had not expanded their Medicaid program. Texas and Florida, neither 
of which chose to expand Medicaid, have the largest proportion of uninsured Latinos 
living within their states (36).  
Latinos are more likely than non-Hispanic Whites to forgo necessary care due to 
cost. Yet, as Latinos gain access to health insurance, studies show that they experience 
fewer problems accessing care, paying medical bills, and paying off medical debt than 
Latinos who remain uninsured. Thus, expanding access to health insurance for the 
population is key in also expanding access to consistent medical care. One example of a 
roadmap to expanding insurance to this population is demonstrated by California’s 
policy, which gets rid of the five year waiting period before legal immigrants to the 
United States become eligible for coverage by Medi-Cal (California’s Medicaid 
program). 
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Table 3. Characteristics of uninsured Latino adults, ages 19-64, 2014. (36) 
 (%)                     
Gender 
Male 59 
Female 41 
Education level 
Less than high school degree 47 
High school degree or equivalent 30 
Some college or more 21 
Family status 
Married, no children 15 
Married, with children 45 
Not married, no children 20 
Not married, with children 20 
Language ability 
English predominantly 26 
Spanish predominantly 74 
Understand/speak English just a little/not at all 79 
Understand/speak English very/pretty well 17 
 
Other structural barriers related to poverty and low rates of insurance coverage 
include lack of transportation to clinic appointments, lack of affordable childcare, 
inability or reluctance to miss work, and long wait times at clinics (6)(7)(32). Reasons for 
low rates of insurance include economic barriers, educational status, workforce 
characteristics and employment in sectors that do not offer employer-based insurance 
plans at all, or at a cost affordable for low-wage earning Latinos (32). 
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Cultural Factors  
Culturally held values and traditionally defined gender roles surrounding sexual 
norms can affect an individuals beliefs and behaviors surrounding HIV care. Some 
cultural trends that may influence health seeking behaviors and HIV care interactions 
include familismo, fatalismo, marianismo, machismo, curanderismo. Stigma also plays a 
large role, and can be a barrier to HIV care, particularly in Hispanic and Latino 
communities. 
A strong attachment to family and emphasis on familismo, a collective loyalty to 
extended family and commitment to family obligations, may influence decision-making 
and health-seeking behavior (38). Typically, Latino families are composed of a 
heterosexual couple with children, subscribing to strong gender roles. Though a mother 
may deem that it is warranted that a member of the family seeks medical care, it is 
typically the husband, father, or oldest male member of the family who yields decision-
making power. Decisions are often made in a family-centric manner, rather than an 
individualistic fashion (38). Family and familismo can serve as a barrier to care when 
HIV-positive individuals have difficulty accessing care or disclosing their HIV status due 
to familial obligations or fear of rejection. However, familismo, depending on the 
circumstances, can also serve as a strong facilitator of social support and enhance an 
individual’s engagement with HIV care and success through the HIV care continuum. 
HIV-positive patients often describe family responsibilities and wanting to watch family 
members such as children and grandchildren grow up as motivators for engaging in HIV 
care and regularly attending HIV clinic visits (34). 
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Perceptions of gender and designated roles for men and women such as machismo 
and marianismo are also important. Masculine identity, machismo, oftentimes 
synonymous with power, sexual prowess, strength, aggression, independence, and 
bravery, shapes male interaction with women, society and the healthcare system. Notions 
of self-sufficiency and distrust of the medical system may prevent some Latino men from 
accessing preventative services, including HIV screenings, and regularly attending their 
HIV care appointments. Submitting to the vulnerability of infection and medical care 
may be seen as weak, leading to risky sexual behaviors including inconsistent or absence 
of condom-use during sexual encounters and forgoing regular HIV testing and treatment 
(32). Social stigma and taboos against homosexuality often prevent MSM from disclosing 
HIV status due to fear of emotional and physical harm, stigma, and family conflict (34). 
Inconsistent condom use among both heterosexual men and MSM may also affect Latina 
women, many of whom unknowingly contract HIV from their husbands or partners.  
 Marianismo, or the traditionally prescribed gender role of the Latina woman, 
values the characteristics of chastity, virginity, self-denial, and sacredness (32). Many 
Latinas report difficulty proposing and actually conducting condom-use with their 
partners, as condom-use has a strong cultural association with illness, sex work, and 
emotional distance (32). They both fear appearing unfaithful, and being perceived as 
implying that their partner has been unfaithful. This increases their risk of contracting 
HIV. 
Both Latinos and Latinas, due to machismo and marianismo, may feel 
uncomfortable discussing sexual practices and condom use in front of family members, 
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members of the opposite sex, or physicians with whom they do not have a longitudinal 
relationship. Women may even delay seeing a caregiver due to embarrassment discussing 
sexual matters (32). 
Strong religiosity has also been shown to be linked to fatalistic beliefs (fatalismo), 
decreasing HIV prevention behaviors and even medication adherence (34). This is due to 
the attitude that some events are meant to happen because of fate; for example, one is 
destined to get HIV/AIDS, and there is nothing that can prevent them from getting it. 
Oftentimes, HIV/AIDS is seen as a divine punishment for personal behaviors or the sins 
of one’s family members (32)(34). However, studies have also shown that fatalism can be 
positively associated with health care provider control expectations, the extent to which a 
patient believes that their healthcare provider can have control over their health (39). This 
indicates that a strong patient-provider relationship can possibly surmount challenges 
associated with religiosity, fatalismo, and patient’s locus of control over their health 
outcomes. 
In addition to the traditional ways that fatalismo frames susceptibility to sickness 
and disease, many Latino cultures view health as a continuum of mind, body, and spirit. 
Many forms of traditional medicine and healing practices exist, and curanderismo, or the 
practice of traditional healing, can be used in complement to, or instead of, Western 
medicine (32). Health providers should be sensitive to their patients’ views of traditional 
medicine, and respect their wishes to incorporate non-harmful aspects of traditional herbs 
and therapies into treatment regimens. 
	  36 
 Stigma is cited as one of the greatest barriers to HIV testing, consistent clinic 
visits (retention), medication adherence, and serostatus disclosure to others (32)(34). 
Cultural conceptions of HIV associate the disease with social taboos such as sexual 
transgression, homosexuality, and drug use. Foreign-born Latino immigrants in a study 
by Levison et. al recounted experiencing discrimination, physical and verbal threats, 
differential treatment by family members friends, and the community at large once their 
HIV status was disclosed (34). Those whose family members, friends, and community 
members did not know their HIV status expressed fear of the above reactions, including 
fear of losing the already narrow network of social support they had access to in the 
United States after immigrating. Due to these experiences, some study participants were 
weary of presenting to care, nervous they might be spotted by someone they knew at the 
clinic, further exposing them to social stigma and alienation. They tended to withdraw 
not just from their HIV care, but also socially in general. Patients also echoed valuing 
privacy, especially as a cultural value, and concerns of the risk that clinic staff such as 
social workers or interpreters from the community could relay information about their 
HIV status back to the community (34). Studies have shown that MSM have additional 
fear of disclosure of HIV status, as it is linked to disclosure of sexual orientation to 
significant others and family. Latino MSM are less likely to disclose their HIV status and 
sexual orientation to their significant others than are their White counterparts (32). 
Additionally, intravenous drug users (IDU) face additional stigma, particularly IDU 
Latinas, for whom gender roles ascribe IDU as particularly unacceptable for women. HIV 
infection through intravenous drug use is particularly problematic in the Puerto Rican 
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population, where intravenous drug usage became endemic in urban Latino communities 
in the 1950’s. The cycle has perpetuated through intra-generational patterns of abuse, 
leading many Puerto Rican youth to turn to intravenous drugs, thereby increasing their 
HIV risk (32). Thus, it is evident that experience with stigma can make Latino patients 
weary of the engaging with the HIV care continuum, and interventions targeting both 
stigma and the doctor-patient relationship will be important in facilitating positive 
relationships with the care team and attenuating fear programmed through socialized 
stigma. 
 
Patient-Provider Relationships  
The literature informs us that the quality of patient-provider relationships are 
strengthened when there is concordance in race, ethnicity, language, personal beliefs, 
values, and communication. Minority patients who are not racially and linguistically 
concordant with their physicians are less likely to elicit empathetic responses from their 
physicians, establish rapport with their physicians, receive sufficient information, or 
engage in shared-decision making (40). Perceived personal similarity of a patient with his 
or her physician is correlated with higher ratings of trust, patient satisfaction, and intent 
for adherence (41). This is particularly important in HIV care because positive outcomes 
and virologic suppression hinge on consistent HIV primary care and adherence to 
antiretroviral therapy. Thus, cultural and linguistic discordance between patients and 
providers may also be a root cause of lack of testing, engagement, retention, and good 
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outcomes within the Hispanic population. Addressing this issue may be one way of 
reducing the disparities that exist for Hispanics along the different stages of the HIV care 
continuum. 
Biases of healthcare providers, particularly negative biases, can impact doctor-
patient relationship. Perceived racism and discrimination are barriers that negatively 
impact the health seeking behavior and engagement with the continuum of HIV care for 
Latinos infected with HIV. In a survey conducted by the Kaiser Family Foundation on a 
nationally representative sample of individuals, 54% of the Latinos surveyed responded 
that race or ethnic background “Very / somewhat often” affects whether a person can get 
routine medical care when they need it. Furthermore, 51% of the Latinos surveyed 
responded that the healthcare system treats people unfairly “Very / somewhat often” 
based on their race or ethnic background. This is compared to only 46% of Whites who 
responded the same way to both survey questions. In the sample, 72% of Latinos 
surveyed responded that they believed the health care system treats people unfairly “Very 
/ somewhat often” based on how well they speak English (compared to 57% of 
Whites)(42). This perceived racism and discrimination, as well as lack of ability to 
communicate effectively with providers, is a challenge to forming trusting relationships 
with providers of HIV care (34). 
Levison et al. found that a trusting relationship between patient and provider 
facilitated consistent HIV clinic attendance. Different members of the HIV care team 
such as care navigators and community health workers served as peer counselors who 
could advise and support patients through difficult psychosocial concerns such as stigma, 
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family conflicts, and substance use relapse. Building relationships with members of the 
care team, physicians and non-physicians, and having them check in through telephone 
calls and inpatient visits facilitated trust between the patient and provider. Patients 
described these situations as motivating them to attend their clinic visits (34). 
The solution seems simple: to match Hispanic patients with Hispanic HIV care 
providers. Unfortunately, the matter is further complicated by the fact that diversity in the 
field of medicine is lacking. There is a dearth of Hispanic physicians available to treat 
Hispanic patients. In 2013, only about 5% of physicians in the United States were 
Hispanic (43). An alternative to using a workforce of Hispanic physicians to treat 
Hispanics patients would be to ensure that the providers were at minimum culturally 
competent. A “culturally competent” physician should be able to work effectively across 
cross-cultural settings. This requires exhibiting a set of congruent behaviors attitudes that 
mirror the patient’s needs, beliefs, attitudes, values, goals, practices, social forms, race, 
religion, and social group (44). A culturally competent physician workforce would likely 
improve engagement in care and HIV outcomes for Hispanic patients, thus reducing the 
disparity. 
 There are many Hispanic and Latino cultural values that a culturally competent 
physician would need to be aware of in order to provide HIV care effectively to this 
target population; in addition to those already discussed (see cultural-level factors) are 
simpatia, personalismo, respeto, and confianza. 
Simpatia—politeness and the avoidance of hostile confrontation 
Personalismo—the value of warm personal interaction  
Respeto—the importance of showing respect to authority figures, usually 
including healthcare providers 
	  40 
(Definitions borrowed from Peterson-Iyer, Markkula Center for Applied Ethics, Santa 
Clara University (38))  
 Karen Peterson-Iyer at Santa Clara’s Markkula Center for Applied Ethics outlines 
some hypothetical scenarios where these cultural phenomena may be misconstrued by a 
provider unfamiliar with Latino cultural tendencies: 
A doctor could perceive as evasive a patient who declines not make direct 
eye contact, when in fact, that patient may be demonstrating respect for the 
doctor’s position and authority. Similarly, a patient’s silence when 
presented with a difficult treatment plan, rather than conveying agreement, 
may in fact indicate that patient’s desire to maintain a polite relationship 
with the health care provider and avoid difficult or conflictual situations. 
Indeed, such a patient’s silence might best be interpreted as an indirect and 
nonverbal form of disagreement (38). 
Similarly, a culturally competent physician would have to adapt their 
communication and advising style to incorporate more family-centered decision making 
models (familismo) in Latino communities, all while keeping in mind privacy and patient 
confidentiality as stipulated by the Health Insurance Portability and Accountability Act 
(HIPPA). Family support, or lack of family support, may play an important role as 
serving as a barrier to or facilitator of informed decision-making in regards to HIV care 
and engagement along the continuum. 
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ADDRESSING CHALLENGES ON A PROVIDER-LEVEL 
 
While many of the challenges discussed thus far have been social and structural, 
incorporating knowledge of the challenges that HIV-positive Latino and Hispanic 
patients face when accessing and engaging with HIV care on the provider-level is a 
crucial step towards addressing these disparities. Culturally competent HIV care 
providers who serve Latino populations can provide care in ways that may help patients 
overcome some of the barriers they encounter along various stages of the HIV care 
continuum. With this in mind, medical and public health professionals at the National 
Minority AIDS Education and Training Center at Howard University, in collaboration 
with The University of Texas Health Science Center and the National Council of La Raza 
developed BE SAFE: A Cultural Competency Model for Latinos. The guide is meant to 
provide health care professionals with a frame work for providing culturally relevant 
primary health care services to Latinos infected with HIV/AIDS. The following section 
will discuss the BE SAFE methodology: (1) Barriers to Care, (2) Ethics, (3) Sensitivity of 
the Provider, (4) Assessment, (5) Facts, and (6) Encounters (32). 
 
Barriers to Care 
 It is important that healthcare providers who serve the Latino, particularly 
underserved, population have an understanding of common barriers that HIV-positive 
Latinos face when accessing and engaging in care. Barriers may be encountered on 
individual- (biological and behavioral), socioeconomic-, cultural-, or other structural-
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levels. Barriers discussed in this paper, as well as other barriers reported in the literature 
and through patient narratives, should be discussed and disseminated through the 
provider team. The team can use this knowledge to leverage the unique strengths and 
skills of the entire care team so that they can make sure that these barriers do not 
adversely affect patient ability to progress through the HIV care continuum and reach 
viral suppression. 
 
Ethics 
  A focus on ethics is imperative to developing cultural competency, as providers 
must first acknowledge that striving towards cultural competency and reducing disparities 
in healthcare delivery and outcomes within their patient population is the “right” thing to 
do. A provider who is fully committed to this process must become aware of his or her 
own biases, conscious and subconscious, regarding Latino patients, and learn to avoid 
prejudices and stereotypes when interacting with HIV-positive Latino patients. From a 
medical ethics framework, HIV care providers should recall the principles of autonomy, 
beneficence, non-malfeasance, and justice (32). 
 Focus on a patient’s autonomy entails respect for the patient’s right to make his or 
her own decisions, ensuring that he or she has all the pertinent information needed to 
make an informed decision and give informed consent. For HIV-positive Latinos with 
low health literacy or language barriers, this will include procuring or writing educational 
materials or pamphlets in easy-to-understand language, having materials available in 
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Spanish, and having health educators and interpreters available to explain materials to 
patients (32). 
 Beneficence entails putting the patient’s best interest first. The care team should 
focus on providing care in a patient-centered and timely manner. Patient-centered care 
takes into consideration the values and beliefs of a patient and acceptability of a treatment 
plan from a cultural perspective (32). 
 Non-malfeasance focuses on “doing no harm,” not causing harm or injury to the 
patient. This principle may be tricky in certain states that require partner notification; 
currently, 24 states require persons who are aware of HIV infection to disclose their HIV-
status to sexual partners, and 14 states require HIV-positive individuals to disclose their 
status to needle-sharing partners (45). Although the name of HIV-infected patients is kept 
confidential through the partner notification process, it may be easy for an informed 
partner to identify the individual responsible for their potential exposure or infection. 
This exacerbates the potential for retaliation and domestic violence. Similarly, it is the 
responsibility of the provider to inform individuals being tested whether their testing is 
completely anonymous or confidential, and exactly who will have access to the 
individual’s testing results; some states have laws requiring name-reporting to county or 
state health departments. Though anonymous testing makes it more difficult for public 
health authorities to track and perform analysis on reported data, it is the responsibility of 
the care team to inform individuals when this option is available. Thus, providers will 
need to acquaint themselves with relevant statutes and regulations, and sensitively 
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navigate each situation with the patient, respecting their autonomy, reducing the potential 
for harm, and keeping focus on confianza (32). 
 The principle of justice requires providers to treat all patients equitably and fairly 
despite race, ethnicity, religion, sexual orientation, immigration status, or health 
diagnoses. In addition to treatment, the principle of justice applies to clinical research, 
and the responsibility of clinical researchers to make sure that their research population is 
representative of the overall population of HIV-infected individuals in the United States. 
Failing to recruit Latinos into research studies limits the generalizability of clinical 
research to this population, and may fail to capture biological and social differences that 
may impact study results. When available, providers should discuss the availability of 
experimental treatments through clinical trials and other opportunities to participate in 
research; researchers and organizations sponsoring clinical research should work to 
increase accessibility to research sites through transportation, remuneration, or other 
measures (32). 
 
Sensitivity of the Provider 
 In order to achieve cultural competencey, providers must possess cultural 
awareness of their own beliefs and values, as well as the beliefs and values of their 
patients. One way to building self awareness is having providers conduct self-assessment 
of biases, experiences, and knowledge of their own as well as Latino culture. Providers 
may reflect on the way in which they value their own culture, whether they think about 
culture on a regular basis, and how they value cultures different than their own. Providers 
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can evaluate their own cultural, as well as the cultural sensitivity of others on the care 
team, by assessing the following factors: personal values and attitudes, communication 
styles; community participation, learning environments, policies and procedures, patient-
sensitive clinical practice, and training and professional development (32). 
 Assessing personal values and attitudes, as mentioned, entails assessing personal 
beliefs and values, and attitudes towards beliefs and values of other cultural traditions. 
This assessment urges the identification of negative stereotypes that may permeate 
through provider attitudes towards patients, or the institutional culture of an organization, 
and intervenes to address offensive stereotyping. Assessing communication style requires 
understanding the different ways providers may need to adapt communication, both in-
person and written, to meet the needs of a population with limited English proficiency or 
literacy. Community participation can be assessed by the involvement of community 
members (being served) and community organizations in shaping the priorities and 
programs offered by providers who work with HIV-positive Latinos. A culturally 
competent learning environment should allow providers and staff to participate in cultural 
learning experiences, whether classes, multicultural learning groups, or other activities, to 
enhance their acquaintance with diverse cultural beliefs and traditions. Policies and 
procedures should be assessed, including mission statements and organizational goals, for 
alignment with the objective of providing culturally and linguistically competent 
services. Assessment of a patient-sensitive culture is important in developing clinical 
practices that use scientific literature to the benefit of patient care, without stereotyping 
all situations and failing to take into account the unique circumstances of each patient. 
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Finally, training and professional development opportunities should be available to 
professional staff in the healthcare setting to provide cultural competency training 
courses or refreshers, ensuring that competence is up-to-date and regularly emphasized 
(32). 
 Identifying biases and regularly visiting concepts of cultural competency and 
cultural sensitivity will ensure that providers are regularly equipped with the correct 
framework through which to assess each unique patient’s needs and to provide care in a 
patient-centered way. Providers should be sensitive to patient literacy levels and English 
language skills, and the level of exposure that each patient has had with the US healthcare 
system and Western medicine. While keeping knowledge of Latino culture in mind, 
providers should avoid making broad generalizations based on stereotypes about Latinos, 
and remember that each Latino patient is a dynamic amalgamation of cultural mores, 
values, and experiences (32). 
 
Assessment 
A providers ability to assess in a culturally competent manor hinges on the ability 
to collect relevant data surrounding that patient’s presenting problems and health history 
in the context of the patient’s cultural values and beliefs. A cultural assessment 
recognizes that patients have a right to their own cultural beliefs, values, and practices, 
and these factors should be respected and factored into care plans. Patients who feel that 
their providers understand their values and beliefs are more likely to adhere to medical 
regimens and return for follow-up regularly (32).  
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Various mnemonic and models have been suggested to assist with cultural 
assessment. One mnemonic developed by Stuart and Liberman is BATHE: Background, 
Affect, Trouble, Handling, and Empathy. Eliciting background information about the 
context of a patient’s life and visit, assessing the patient’s affect and mood, attitude 
towards the troubles they are facing, and capacity to handle their current stressors will 
shed light upon crucial factors in understanding the patient’s needs and attitudes towards 
their HIV disease. This information can be used for assessment of the patient’s culture 
and health needs, as well as to engender an appropriately empathetic response from the 
provider (32). 
 Another model, more closely linked to specific cultural aspects of patient context, 
is ETHNIC: Explanation, Treatment, Healers, Negotiate, Intervention, and Collaboration. 
HIV care providers can elicit the patient’s explanation of his or her own problem to gain 
a deeper understanding of the patient’s perspective and attitude. Next, the provider may 
solicit insight into other treatments that the patient is currently using; this is an 
opportunity to sensitively broach diet, herbal remedies, and medicines that patients are 
using to treat their illness. Negotiation will be a process between a patient and his or her 
care team to develop a mutually acceptable treatment plant that the patient can adhere to. 
Other interventions can be incorporated, such as the use of alternative treatments, healers, 
and spiritual practices that may aid in the provision of safe and holistic treatment for the 
patient. Finally, with consent of the patient, health professionals may collaborate with the 
patient, community resources, healers, and family members to establish the best possible 
care regimen and strategy for supporting the patient (32). 
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Facts 
 All providers of HIV care to HIV-positive Latinos should be equipped with the 
proper facts regarding health disparities and biological variations that impact the 
population’s experience with HIV/AIDS as a disease and with healthcare. Providers 
should be familiar with the cultural concepts discussed: fatalismo, familismo, simpatia, 
confianza, respeto, machismo, and marianismo. They should be able to recognize these 
cultural patterns, and leverage them in appropriate situations without generalizing them to 
every patient’s experience. The providers could also benefit from learning about HIV 
subtypes, TB co-infection with HIV/AIDS, HIV RNA levels and CD4+ counts, genetic 
variations in susceptibility and response to HIV and opportunistic infections that 
disproportionately impact Latinos with HIV/AIDS. Such facts and figures should be 
regularly circulated throughout the clinic settings in the form of continuing education or 
provider trainings (32).  
 
Encounter 
 All the cultural concepts and skills discussed so far are meant to culminate in an 
effective, culturally competent patient encounter. During the patient encounter, HIV care 
providers should adjust their verbal and nonverbal communication style to match the 
expectations of their Latino patients. Maintaining eye contact with patients is very 
important as it indicates respeto, respect for the patient and the patient’s concerns. Eye 
contact should be adjusted based the dynamic between doctor and patient; for example, 
careful attention should be taken not to make too much eye contact with a member of the 
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opposite sex. Eye contact should be maintained when employing the assistance of an 
interpreter, as the communication is still between the patient and the provider, with the 
interpreter serving as a facilitator. Wearing an amiable facial expression, with a warm 
smile or affect, will be helpful in establishing personalismo, or a warm relationship 
between the patient and provider. Gestures are a strong means of communication in the 
Latino culture, and receiving the patient at the door, gesturing for the patient to enter, and 
gesturing for the patient to sit down will all be taken as welcoming signs by the patient. 
Finally, physical expressions during greeting are common among Latinos, and may be 
increasingly important when interacting with HIV-positive Latino patients, as a lack of 
touching may be seen as purposeful avoidance of contact, and fuel feelings of further 
stigmatization and isolation. Thus, it is not uncommon for a physician to touch a person 
who is receiving difficult news. Friendly and warm intonation is important when 
speaking. Speaking loudly and authoritatively, even when patients do not understand 
English, may be misconstrued as offensive and angry, unlikely to garner a patient’s 
confianza, trust. Finally, the use of proper titles can demonstrate respeto, as first names in 
the Latino culture are usually used only by close friends and family. A provider may find 
it useful to address patients as “Mr.,” “Mrs.,” or “Miss”; or alternatively “Señor,” 
“Señora,” or “Señorita.” When speaking in Spanish, the formal pronoun, usted, should be 
used, rather than the informal tu to refer to the patient (32).  
 Providers should avoid medical jargon, use simple English, and acquaint 
themselves with some key terms related to HIV/AIDS and medical practice in Spanish. 
When an interpreter is called, the focus should be kept on the patient, and eye contact 
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should be maintained with the patient rather than the interpreter. Children, family 
members, and close friends should not be used as interpreters during a medical visit given 
the sensitivity of HIV diagnosis and HIV-related risk behaviors. Providers should also 
make available bilingual materials so that patients may seek out information in their 
language of choice. Health-related documents should be written at a fourth grade reading 
level to alleviate literacy issues and low levels of education (32). Other forms of 
disseminating health information and information about HIV may be explored, such as 
the use of telenovelas, culturally congruent videos or reading materials with 
dramatization of patient stories to teach patient’s about crucial health issues (46)(47). 
 The GREET model is a model developed for providers to collect information 
about a patient’s background, while simultaneously demonstrating interest in their 
backgrounds and establishing a sense of confianza. GREET stands for Generation, 
Reasons for Immigrating to the United States, Extended or Nuclear Family, Ethnic 
Behavior, and Time Living in the United States (32).  
Inquiring about generation, whether a patient is a recent immigrant, or a first-, 
second- or subsequent-generation Latino may elucidate level of acculturation, and thus 
the nuanced life experiences and barriers that the patient may encounter when accessing 
care. Reasons for immigrating to the United States must be broached in a sensitive 
matter, as many patients may become uncomfortable and distrustful of a provider who is 
attempting to discuss the legality and documentation of their immigration (32).  
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In order to maintain confianza, interests in the patient’s country of origin and 
reason for immigrating must demonstrate the desire to learn about the patient’s culture 
and build a relationship with the patient (32).  
Asking about extended or nuclear family living with or near the patient reveals 
information about potential social support for the patient. Due to value placed on 
familismo, the family may be able to help a patient emotionally navigate through 
accessing and maintaining regular sources of care and adhering to medications. 
Oftentimes, for newly immigrated Latinos, extended family may remain in their home 
country. Extended family may also serve as a source of stress due to strong associations 
between HIV and sexual transgression, illicit drug use, and homosexuality. Providers 
should try and understand whether family is serving as a source of support or stress, and 
accommodate the resources provided to patients accordingly (32). 
Providers can glean useful information regarding lifestyle and health habits, as 
well as forge a bond with the patient, by asking about preferences regarding food, music, 
and recreation. Dietary habits, particularly, may shed light on other health problems such 
as diabetes or hypercholesterolemia, which may have an impact on the patient’s overall 
health in conjunction with HIV (32). 
Finally, time living in the United States, like generation, can provide information 
about the patient’s degree of acculturation. Many Latinos and other immigrants 
experience the “immigrant paradox,” which is the observation that many immigrants to 
the United States arrive healthy, but over time experience a decrease in health status, 
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possibly due to the adoption of unhealthy behaviors, native to the population in the 
United States (32). 
Many Latinos, especially those who have received medical care in another 
country, are used to more time allotted for patient encounters than is afforded in the US. 
Asking direct and to-the-point questions may be construed by the patient as a lack of 
interest or need to conclude the appointment quickly. Providers may find that investing 
extra time during the beginning of a patient-provider relationship may be beneficial in 
terms of establishing respeto and confianza, and may lead to a more productive patient-
provider relationship in the long run. Finally, style of questioning may be adapted when 
asking sensitive and personal questions, especially regarding risky sexual behavior and 
questions regarding contracting HIV. Latino patients may feel uncomfortable when asked 
direct questions, and may be more comfortable addressing the question in a more 
roundabout way. For example, using the third person to ask questions may be more 
effective, “Some people have contracted HIV from sharing needles…have you ever 
participated in this activity?” Establishing confianza with a patient may help providers 
navigate difficult conversations with their Latino patients (32). 
Using and adapting a framework such as BE SAFE will assist in educating 
providers about common barriers to care for HIV-positive Latinos living in the United 
States, and how to develop culturally-competent, patient-centered care interactions that 
will support long-term success in HIV care for this population. 
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CONCLUSION 
 
Hispanics and Latinos engaging in HIV care within the US face numerous barriers 
including individual and behavioral, structural, and cultural barriers. Oftentimes, the 
inability to cultivate a trusting, positive patient-provider relationship can also become a 
barrier to committing to regular HIV care and treatment adherence. Lack of regular HIV 
care and virological suppression disproportionately burdens Hispanic and Latino 
individuals with poor HIV health outcomes, and also promotes transmission of HIV 
within the population at-large. Providers can use a cultural competency framework 
concentrating on barrier to care, ethnics, sensitivity, assessment, facts, and encounters to 
train themselves to think critically about delivering care to this population in a sensitive, 
appropriate, and patient-centered manor. Academic institutions and hospital-systems 
serving diverse populations, including Latino and Hispanic populations, should invest in 
training their provider workforce in cultural competency endeavors. More research is 
warranted to expose gaps in care and disparities along the HIV care continuum, as well as 
in piloting and scaling culturally-tailored interventions to address gaps in care along the 
HIV Care Continuum. Additional research should be bolstered with policy-level change 
in healthcare and immigration that will result in securing regular sources of healthcare for 
immigrants and low-income populations in the United States. Long-term success will be 
hindered without multilateral approaches, both on the individual- and population- level.  	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